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A. IETTESY The contraction continues and the intermarginal surface of the tarsus is rounded off into the conjunctival tarsal surface. In this second stage we see a sharp edge instead of the intermarginal surface; skin and conjunctiva are meeting in a line running just on to the surface of the eyeball.
As the contrac'tion still progresses this line is also drawn inside. Only in this third stage is the eye coming in contact with skin. In very severe cases it happens that we see a fourth and last stage, when the tarsus itself has become crooked and deformed.
The trichiasis is only secondary: the effect of the drawing power, running along the surface of the lid reaches the line of the lashes, (Fig. 2) . Every loop is about 4 mm. long. We take up also some tarsal tissue.
3. In order to facilitate the turning out of the marginal tarsal strip, we make an incision all along behind it, without b1uttonholing the skin (Fig. 3) . 4. Lid-plate and Liebermann's sutures are removed, mattress sutures arranged, re-armed and brought through the marginal tarsal strip. The result depen\ds chiefly on the correct position of these sutures. They have to go perpendicularly through the' middle of the tarsal surface (Fig. 4) .
5. After-having them loosely knotted (in order to avoid cutting in during the next few days), the diverging ends are brought horizontally through the skin of the lid 10-12 mm. higher and knotted (Fig. 5) . Thus we are preventing the tilting over of the new intermarginal surface and secure a thorough over-correction.
Vaseline dressing under slight pressure is made. Two days later the knots in the skin are removed. It would not be advisable to FIG. 5. leave them any longer, they could cut into the lid-margin. The intermarginal sutures are removed on the sixth day.
-Immediately after the operation we might consider that we had too much of an over-correction. We should never be afraid of it. The cicatricial contraction between the two tarsal pieces produces a rectangular position in anv case; and 8-10 days later we see this result.
I have been performing this operation since 1930 for all stages and forms of trachomatous entropion with evenly satisfying result. It was published in Ophthalmologica in the year 1939, yet not exactly in the form now described, as the " turning out sutures," and some smallermodifications are newer additions. On the other hand the "folding sutures" proved to be suiperfluous. There I have presented photographs too; unfavourable changes in our life since that time have prevented further photographic recording.
In the above mentioned publication I bave already pointed out that there are important differences between my proceeding and thkt of Panas, Sie-Boe-Lian, and Miric, who also make an incision in the sulcus subtarsalis and strive to. attain rectangular apposition of the two tarsal pieces.
Lastly L would lay stress on the fact that I have had bad experience with all kinds of beads, rolls and any other pads laid below the knot in order to avoid cutting in of the sutures as it has In the case of iridocyclitis, especially when enlargement of the pupil is not performed in time, granulated pigment is found sometirnes on the place of the synechia posterior. This is a remainder of the pigment epithelium. Correspondingly a lack of pigment may arise in the iris. After a time the pigment on the capsule of lens may-gradually disappear.
It is well known that in the case of glaucoma the,pigment of the iris may be scattered as this fact is mentioned as one of the causes for glaucoma. In such cases lots of pigment may be observed partly on the posterior surface of the cornea partly on the capsule of lens.
In eyes treated for a long time with pilocarpine, pigment cysts are developed, pictures of them can be seen in Vogt's atlas. Pupils constantly contracted with pilocarpine, if they are allowed to enlarge, or are enlarged if possible with tonogen (adrenaline) show a surprising amount of pigment deposited on the capsule of the lens.
A remarkable and generally known change is that of the pigment epithelium of the iris and ciliary body in case of diabetes. The pupillary pigment layer is swollen and grey instead of being black as may sometimes be observed with a slit-lamp. This depigmentation is easily to be distinguished from injury or inflammation-caused depigmentation. This latter is usually discontinuous compared with the homogeneous depigmentation known in cases of diabetes. The aqueous humour of the anterior chamber flowing away at cataract
